
EDWARDS COUNSELING ASSOCIATES 
 
    Janette E. Edwards, LCSW                                                           Phylicia Massey, LCSW       
                                   

CLIENT INFORMATION REVIEW 

 

Client Name: _______________________________Date of Birth__________SSN_____________ 
 
Address: ________________________________________Home Telephone_________________ 
 
City: _________________________________State______ Cellphone______________________ 
 
Zip_____________ Gender: M_____F____     Email Address: _____________________________  
  
 
Marital Status:   Single_____Married_____Other_____    Student:  P/T____F/T____ 
 
If Minor, please list parent(s) name______________________________________________ 
 
Parent's Date of birth and social security number if different from primary insurance holder 
 
_____________________________________________________________________________ 

 
Primary Insurance 

 
Insured's Name: 
_______________________________Employer___________________________ 
 
Insured's Date of Birth: __________________Insured's SSN______________________________ 
  
Insurance Company_______________________________________EAP (yes or no) _________ 
 
Policy No: ____________________Group No.____________________ 
  
Authorization Number____________________________No of Sessions Approved__________ 
 
Approved Date Span: ________________Customer Service Number: ______________________ 
 
Claims Address:  _______________________________________________________________ 
 

 

Secondary Insurance 
 

 Insurance Company______________________________________________________________ 
 
 Policy No: ________________________________Group No.____________________ 
  
Claims Address: _________________________________________________________________ 
 
Customer Service Number: _______________________________________________________ 


